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A STUDY OF THE PREDICTION OF RECIDIVISM AMONG CHRONIC MENTAL
PATIENTS AT THE TIME OF DISCHARGE.
Advisor: Professor Mamie Darlington
The study attempted to predict rehospitalization and
length of stay in the community using information available
at the time of discharge. A total of 165 chronic
psychiatric patients were studied for a period of one year
after discharge. Two sets of predictors of recidivism were
examined: the disease manifestations and the severity of
sickness, and the other emphasizing social and environmental
factors. Variables such as length of hospitalization,
number of previous hospitalizations, diagnosis,
employability, placement type, family and/or friends
involvement, and other demographic characteristics were
examined in relation to readmission and length of stay in
the community.
A correlational analysis and a multiple regression
analysis were employed in this study.
The results indicated that community tenure could be
predicted more accurately if all social support, chronicity,
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The "deinstitutionalization movement" of the mid-
1950's began almost unnoticed as the state mental health
hospital population began to decline. The period of
hospitalization for the mentally ill patient dropped
dramatically from several years duration to several weeks.
National mental health policies supported the movement and
subsequent legislation was passed with accompanying appro¬
priations to support community mental health programs
(Kiesler, 1980). This noticeable philosophical turning by
the mental health movement toward community care was
accompanied by alterations in the pattern of federal
financing of services, the development of new treatment
techniques, particularly the evolution of psychotropic
medications, advances in psychotherapy, and the birth of
psychiatric rehabilitation.
In 1961 the Joint Commission on Accreditation made
recommendations focused on acutely and severely disabled
individuals, to be served by smaller state hospitals, linked
to an aftercare system, together with the development of
community clinics. In 1963, legislation was enacted
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following some of these recommendations and related
proposals of President Kennedy. This emphasis on community
programs shifted the focus from the kind of patient to the
focus of care (Scherl and Macht, 1979). The consensual
effect of these new 'developments continued to emphasize
community support for the mentally ill, thus, there was a
marked increase in outpatient treatment services and the
discharge of chronic patients from state hospitals
(Bachrach, 1978). The statistics revealed a reduction from
more than a half million in 1955 to about 191,000 in 1975, a
decrease of 60%, and in 1955, state hospitals accounted for
50% of all psychiatric patient episodes, where in 1975,
there were only 9%. The intent of deinstitutionalization is
that of providing a more natural environment, the patient's
own community. The intent of deinstitutionalization is to
treat patients in their natural milieu—their communities,
seems rational, however the needed treatment support was
inadequate and many of them were never known to a community
mental health center.
Because adequate treatment facilities and services
were not in the communities to serve the released patients,
there was a skyrocketing of readmission, increasing almost
60%. In 1950 readmission accounted for approximately 40% of
all inpatient admission but by 1975, the corresponding
figure was 65% (Scherl and Macht, 1979). . Rosenblatt and
Mayer (1974) reported that by 1969, 57% of all mental
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patients admitted to state and county hospitals in the
United States had a record of previous hospitalization.
This was referred to as the "revolving door" phenomenon.
Such a phenomenon addresses the problem of the recidivism
rate among discharged mentally ill patients that will be
studied by the researcher. Recidivism, has been defined by
Anthony (1972) as "the percentage of psychiatric patients,
receiving the traditional psychotherapy who are unable to
remain out of the hospital". Another definition of
recidivism which has a more definitive relationship to the
study and concerns the rate of recidivism is defined as "a
tendency to relapse into a previous condition or mode of
behavior" (Webster's Dictionary, 1982).
One hundred and sixty-five chronic mentally ill
patients were selected for this study to investigate the
rate of recidivism after being discharged to the community.
The question then is which patient will be able to stay in
the community for a reasonable period of time without
suffering the absence of needed services. To identify
predictors of readmission would save some patients from the
suffering of being in the community when they need to be
hospitalized. Also, the predictors may be used as a
criteria to determine the desirability of discharge and
provide guidelines for planning for the discharge of chronic
mental patients and evaluating the kinds and depts of
readmission pressures.
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Many of the patients released to the community as a
result of the deinstitutionalization movement have failed to
receive needed community mental health services £Lnd are
simply existing in low-cost rooming houses, rocking in front
of television sets, and wandering the streets. Their
condition is extremely visible and often manifested in
practically all aspects of life such as: poor nutrition,
substandard housing, inadequate access to transportation,
work, and inadequate medical assistance and resources. The
burden of mental episodes of decompensation, a cycle of
reinstitutionalization, and discharge are experienced by the
chronically mentally ill for extended period of time. Many
argue (Wessler & Iven, 1970; Buell and Anthony, 1973; Byers
& Cohen, 1979) that releasing the patient to spend time in
the community is useful in decreasing the debilitative
effects of institutionalization whether he/she will or will
not return to the hospital. Many studies focused on
community programs and their relationship to patient failure
to stay in the community. Nevertheless, the ability to
identify such predictors would save some patients from
inappropriate discharge which results in the patient
suffering in the community.
With the existing community based services, it does
not seem reasonable to knowingly abandon the chronic
patients to suffer in the community during the period
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between his release and predictable readmission. As Stephen
Rachlin summarizes:
"I submit that much of what is happening
today is volatile of the right to the right
for treatment and falls short of providing
treatment to the involuntarily communitized."^
The setting for this study was the Caro Regional
Center, a long-term hospital for the chronically mentally
ill located in Caro, Michigan. The hospital is linked to an
adult outpatient aftercare system, the Saginaw County
Community Mental Health.
^Stephen Rachlin, the case against closing of state
hospitals. State Mental Hospitals; What Happens When They
Close? Paul Ahmed and Stanley Plog (ed). New York:
Publishing, 1976, 31-44.
CHAPTER II
REVIEW OF THE LITERATURE
Historical Background
Past research on readmission to hospitals for the
mentally ill is extensive, contradictory and complex. , Some
studies (Smith and King, 1975; Erickson, 1979; Harshberger,
1978; Lorie, 1973) found no significant relationship between
the patient's treatment in the hospital, performance in the
hospital, and other in hospital measures and recidivism.
Others (Johnsen, 1979; Lorie, 1964; Byers & Cohen, 1979)
found significant relationships between some in-hospital
measures and readmission.
The relationship between patient characteristics and
recidivism has been the focus of many studies. Patients'
chronicity includes the number of previous hospitalizations,
length of time spent in the current episode and diagnosis.
Fontana and Dowds (1975) and Fischer and Lohman (1977) both
have suggested past psychiatric hospitalization is the
strongest variable in predicting readmission: that is,
people with a longer hospitalization were more likely to be
re-hospitalized if discharged. Buell and Anthony (1973)
examined demographic characteristics as predictors of
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recidivism. A sample of 78 psychiatric patients were used
and only two variables were reported as significant, number
of hospitalizations and length of last hospitalization. The
number of previous hospitalizations were also reported by
Bene-Kocrimba (1979), Miller and Miller (1976) and Munley
and Hyer (1978) to be significantly related to the length of
community tenure. In addition, Gomez (1978) reported on a
three and one half year follow up of chronic schizophrenics.
Patients who had been readmitted were characterized by
multiple hospitalizations.
Diagnosis and other symptomatic variables have been
repeatedly examined. Among these variables were
"alcoholism" and "schizophrenia". Diagnosis has been found
to be significant as a predictor of rehospitalization.
Munley and Hyer (1978) have found a history of suicidal
behavior, subjective reports of depression, and the number
of previous hospitalizations to be predictive of recidivism.
Buell and Anthony (1973) found a tendency for patients
diagnosed as schizophrenic to be rehospitalized more than
patients not diagnosed as schizophrenic. Wanklin et al.
(1956) found that the probability of not being readmitted
was favorably influenced by a first admission with symptoms
of intermediate rather than of long duration. However,
Tuckman and Lavell (1965) conducted a study of 801 patients
and found that diagnosis did not show any significance in
relation to recidivism.
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Social, environmental, and demographic variables were
examined in relation to recidivism. These variables
included age, education beyond the elementary level, an
urban environment, marital status, type of admission,
physical illness while in the hospital, sex, race, religion,
legally responsible relative, unemployment, type of
discharge, type of placement, and tolerance of deviation by
significant others. Wanklin et al., (1956) studied the
relationship of a number of social and hospital variables
associated with probability of discharge and readmission.
The findings showed that the probability of not being
readmitted was favorably influenced by such social variables
as education beyond the elementary level and an urban
environment (but not by age), marital status, type of
admission, length of hospitalization, treatment needs or
physical illness while in the hospital. Bourestom et al.,
(1960) obtained similar results with different age groups.
In a sample of 55 unselected elderly mental patients
evaluated six months after hospital discharge, they found
that higher education and an urban environment in addition
to prior admission with intermediate symptoms have been
associated with six months follow-up after discharge.
In order to identify personal and social charac¬
teristics that differentiate patients requiring readmission
to a mental hospital from those who do not, Tuckman and
Lavell (1965) conducted a study of 801 patients. Their
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results showed significant relationships with only two
variables, age and marital status. The age distribution
showed proportionately more patients under the age of
twenty-five years and older in the readmitted than in the
not-readmitted group. Both age groups tended to be more
dependent on others than persons between twenty-five and
sixty-four. In the readmitted group, there were propor¬
tionately more widowed persons. This difference may be a
function of age, since widowhood tends to increase with age.
Wassler and Iven (1970) compared selected social
characteristics of patients readmitted to a community mental
health center with those of patients who were not readmitted
during a three year period following discharge. An examina¬
tion of existing records revealed statistically significant
differences between the two groups for such variables as
type of admission, age, unemployment in combination with
race, and type of discharge. Clients with a number of
previous admissions were more likely to be readmitted after
discharge. With regard to age, disproportionately more of
the persons in the age group 30-49 were readmitted during
the follow-up period, and fewer persons over age 50 were
readmitted. Interestingly, this finding contradicts those
of Tuckman and Lavell (1965) and those of Freeman and
Simmons (1963). Differences between the three studies may
be accounted for by the differences between the sample
population studied. Tuckman and Lavell studied a mental
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hospital population, while Wassler and Iven studied a
community mental health group and Freeman and Simmons dealt
with only white, psychotic patients. In addition, the age
groupings were operationally defined differently in each of
the studies. Tuckman and Levell also followed only clients
discharged to their own homes, while Wassler and Iven
included those discharged to another institution.
Wassler and Iven indicated a higher readmissions rate
among unemployed blacks than other groups when combining
employment status with race. A large number of studies have
also suggested that psychiatric outcome studies should
control for inter-group differences in employment history
(Green, Miskimins and Keil, 1968; Hall, Smith and Shimkvnas,
1966; Lorei, 1967; Olshansky et al., 1960; Buell and
Anthony, 1973). These studies argued that previous employ¬
ment history is a predictor of post hospital employment and,
therefore success in the community.
Chu (1974) stated that while evidence showed that
thousands of chronically impaired individuals who leave the
back wards of state hospitals could live productive lives in
the community, they could do so only if social supports were
readily available. Slavinsly et al., (1976) and Aviram and
Segal (1973) found psychiatric patients in the community
living isolated lives, lacking friendship and social
supports. Living situation was one of . the important
variables examined in relation to psychiatric outcome.
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Among the early studies focusing on the patients ' living
situation, those of Rainweather, et al., (1969), Crupley and
Grazen (1969), and Johnson, et al., (1971) are notable. All
these studies have found that former patients need
supportive environments. In many instances these environ¬
ments must be extremely supportive (King et al., 1981).
Environments such as those found in "lodges", "boarding" or
"care" homes are considered to be even more supportive than
family or independent living situations. Byers, et al.
(1979) speculate that many factors may account for this
difference. Patients who return to their previous environ¬
ment are likely to fail for the same reasons as before.
Studies on placement have been conducted to determine the
exact nature of the contributions of such environments.
Most of the studies have attempted to measure the effective¬
ness of these types of placements in comparison with
hospitalized groups (Polak and Kirby, 1976; Holman and
Shire, 1977; Shaeffer, 1978; Dublin and Covarella, 1978;
Linn, 1977; Vanicelle, 1979). Results showed significant
improvement for those in environments other than the
hospitals.
The concept of social support has become a focal
point in research for its potential contribution to the
epidemiological explanation of illness. This is especially
evident with the framework of the social stress model. In
this model, the illness (especially psychiatric symptoms)
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has been well documented (Dohrenwend and Dohrenwend, 1974;
Brown and Birley, 1968; Beck and Worthen, 1972; Jacobs and
Myers, 1976; Schwartz and Myers, 1977). While some support
is evident for the position that life changes (positive or
negative) are stressful, a great deal of evidence supports
the contention that negative events are more significantly
related to dysfunctional behaviors. The work of Rogler and
Hollingshead (1965) studied both normal and schizophrenics
among the lower class found that such persons are confronted
with a variety of constant stressors.
In other studies both Mueller, et al. (1977) and Ross
and Mirowsky (1979) found "undesirability" as the most
stressful component of life event changes. In fact, Ross
and Mirowsky structured their study in order to determine
how well life events predict psychiatric symptoms. They
have found that the undesirability of the events, even more
than change, predicts symptomology. In studies of people in
crisis Sundel, et al. (1978) have found that a significant
number of cases indicate serious stress as a result of
situational factors associated with unemployment, a lack of
formal education, low income, detachment from families and
other social supports. The same outcome was confirmed in
several subsequent studies (Harder, et al., 1979; Harder, et
al. , 1980; Mueller, et al., 1978; Vincent and Rosenstock,
1979). Yet, the stressors usually account for less than ten
percent of the variance in psychiatric symptoms (Lin, Dean,
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and Ensel, 1981). Investigators recognized the importance
of incorporating additional factors to increase the
explanatory power of the model (Faris and Dunham, 1939; Kohn
and Clausen, 1955; Mishler and Scott, 1963; Beck, 1978;
Kaplan, 1978; Dohrenwend and Dohrenwend, 1978).
One of the most recurrent findings in the area of
success in the community has to do with social support,
particularly the support accessible to the individual
through social ties to other individuals, groups, and the
larger community. Several empirical observations (Brown,
Birley, and Wing, 1972; Gold and Click, 1977; Tolsdorf,
1976; Sokolovsky, et al., 1978; Cohen and Sokolovsky, 1978)
have suggested a relationship between social support and
psychiatric symptoms.
Different measures and indicators have been used in
these studies, especially in the area of measuring success
in the community after discharge. Franklin, Kitteredge and
Thrasher (1975) found that those who were readmitted within
thirteen months after discharge tended to be single,
separated or divorced. They, also, more often received
income from sources other than their own employment or the
employment of someone in their household. The findings,
also, suggested that employment per se may be less important
in maintaining the ex-patient in the community than
previously considered. Instead, it may be the source of
income, as an indicator of the degree of dependency that is
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the more important factor in explaining readmission. Bene-
Kociemba, et al., (1979) found that assistance during the
transition from the hospital to the community tenure.
The relation between the patient and significant
others has been another focal point for predicting success
in the community. A great deal of attention has been given,
especially to family associations. Although, contradictions
such as the relationship between certain types of families
have been produced, the fact remains that families providing
more support and acceptance to their ex-patient help them
make a better adjustment to the community with a lower
probability of rehospitalization (Mannino and Shore, 1974;
Tessler and Mason, 1979; Pearlin and Johnson, 1977; Schooler
et al., 1967). Schmidt (1981) found a significant negative
relationship between natural supports (Family and Friends)
and the number of hospitalizations as an indictor of
recidivism.
Summary
In the review of the scientific literature it was
clear that at least some variables have been identified as
having important roles in recidivism. The number of
previous hospitalizations and length of hospitalizations
were consistently found to be predictors of recidivism.
However, hospitalization history in and of itself cannot
provide much guidance in planning for or deciding on the
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discharge of a patient. The patient's hospitalization
history might be a function of those different medical and
social variables.
According to the review of literature, the following
variables were identified as having important roles in
recidivism: diagnosis, employability, family and/or friends
involvement, placement type, length of present
hospitalization, occupation, legal status, education, race,
sex, age, source of pay for hospitalization, and marital
status. In light of the review of the literature, there is
a need for more research in the area of recidivism since
there is considerable contradiction and confusion of many of
these studies. Also, it is clear that there is lack of
comparability of follow-up studies in the follow-up period
and the population studied (Bachrach, 1976).
CHAPTER III
STATEMENT OF THE THEORY
Conceptual Model and Hypotheses
Having reviewed the literature, two sets of
predictors of readmission emerge from the literature; one
emphasizing the disease manifestations and the severity of
sickness, and the other emphasizing social and environmental
factors. Each set represents alternative theoretical
predictors for readmission and length of stay in the
community. In looking at these predictors, two theoretical
perspectives--bio-physical theories, and social environ¬
mental theories—suggest different outcomes for recidivism
and staying in the community.
The bio-physical or the sickness model holds that
mental illness is an illness like any other. The model
explains the origins of neurotic and psychotic behavior as
sicknesses inside the person that make him discontinuous
with normal behavior (Albee, 1969). In accordance with this
definition, mental illness is thought to be due to organic
brain damage (Morgan and Johnston, 1976). In common with
physical illness, a disease process is posited as one that
gets the person in its grip, and symptoms arise either as
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direct manifestation of this process that the individual
takes to cope with or contain it (Kaplan, 1964). The
equilibrium model is often used to conceptualize the disease
process. Normality is thus understood in term of the idea
of biological integrity, or some form of good functioning
which is inherent in the nature of the organism (Kaplan,
1964). The basic concepts for the biophysical model are
non-voluntarism and organicity (Veatch, 1973). According to
this model, recidivism may be predicted at the time of
discharge using variables such as diagnosis, severity of
sickness, chronicity, and other symptomatic variables.
The second theoretical alternative is the social
stress perspective. Social stress has been one of the most
active areas of social research in psychiatry. In its
simplest form, stress conceptions suggest that all people
have a breaking point. The stress conceptions add that
mental illness and psychiatric disability are the products
of the cumulation of misfortune that overwhelm their
constitutional makeup, their personal resources, and their
coping abilities (Mechanic, 1980). The research in this
area focuses on the relationship between social stress and
mental disorder. This relationship was explained through
social class conceptions. In theory, it is more stressful
to be a member of the lower class. Also, a variety of
stresses that are relatively normal can contribute to mental
disorder if they cluster together in a short period of time
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for one individual (Eaton, 1980). The general findings of
stressful life conditions research, as well as its
theoretical foundations add substance to the linkage between
socioeconomic change and psychological functioning (Liem and
Liem, 1978).
As mentioned earlier, in order to increase the
explanatory power of this model, investigators in this area
suggested that factors such as social supports may serve as
mediating or buffering factors between the stressors and
illness (Cassel, 1974; Kaplan, 1975; Dean and Lin, 1977;
Kaplan, Cassel and Gore, 1977; Dohrenwend and Dohrenwend,
1978). Marsella and Snyder (1981) presented an
interactional model relating stress and social support to
schizophrenic disorders. In this model, they emphasized the
function of social supports as a major factor in mitigating
the stress state resulting from any stressor.
According to the stress support perspective,
recidivism may be predicted at the time of discharge by such
variables as income, type of placement, family and community
ties, levels of tolerance needed, and potential for
employment. In other words, the variety of unmet needs and
low level of social supports may be good predictors of short
community stay and readmission while ex-patients with fewer
needs and more potential for support may stay longer and not
require readmission to a mental hospital.
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The research proposed was guided by the conceptual
model presented in Figure 1. According to this model,
recidivism is expected to be predicted by symptomatic
variables, needs at the time of discharge, potential social
supports, and demographic characteristics. Recidivism will
be indicated by length of stay in the community before
readmission and total days in the community during a year
after discharge. Symptomatic variables will include
diagnosis and chronicity measured by hospitalization
history. Social support, source of income, education,
potential for employment, type of placement as an indicator
of the degree of supportiveness, and family and community
ties at the time of discharge.
Hypotheses
Recidivism, the dependent variable, refers to failure
of the patient to maintain himself in the community. This
will be indicated by tenure in the community/
rehospitalization.
HYPOTHESIS 1; The degree of chronicity is positively
related to recidivism.
NULL HYPO.: The degree of chronicity is not
positively related to recidivism.
HYPOTHESIS 2: The types of social support available
at the time of discharge are related
to recidivism.
The types of social support available
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— Length of last hospitalizationII.SOCIOENVIRONMENTAL VARIABLES:
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— Legal status




— Days to Readmission
— No. of Days in the
Community
-20-




The population for this study consist of patients who
were discharged from a long term state hospital for the
chronic mental patients, Caro Regional Center for
Developmental Disabilities located in Caro, Michigan, during
a one year period (1980). A total of 263 patients were
discharged from Caro Regional Center during the year 1980.
Three of these patients were excluded from the analysis
since more than 50% of the information variables was missing
from the available charts. Also, twelve other patients were
not included in the analysis since they were discharged/
transferred to another psychiatric facility or discharged
out of state which made information about their subsequent
hospitalization unobtainable. Eighty-three of the patients
were discharged to nursing homes which represent another
form of extended care facility. Since this study is
concerned with community tenure for discharged chronic
mental patients, the statistical analysis in the following
sections will use only the subjects discharged to placement
-21-
-22-
setting other than nursing homes. Table 1 presents the
characteristics of the 165 patients.
The mean number of days in the community before the
first readmission was 260 days with ranges from 3 to 365.
The mean for the total number of days in the community
during a year after discharge was 302 days in the community
with ranges from 5 to 365. A second variable, source of
income at discharge, was also excluded by this early data
exploration. Since the entire sample (94%) were on public
assistance as their major source of income, the sample
lacked variability with regard to source of income.
Design and Procedure
A correlational analysis design was employed in this
study. The study was concerned with the extent to which
variations in one factor corresponded with variations in
other factors based on correlation coefficients. The
relationships between the degree of chronicity and the types
of social support to recidivism were investigated.
The multiple regression model to be used for
exploring hypothesis 1 and hypothesis 2 can be summarized by
the following equation:
Recidivism =
This regression coefficient equation indicate the marginal
contribution to recidivism by the independent variables.
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TABLE 1
DESCRIPTIVE CHARACTERISTICS OF SAMPLE
POPULATION
Variables Category N %
Sex Male 97 58.8
Female 68 41.2
Race Black 81 49.1
White 84 50.9
Marital Status Married 20 12.1
Single/Separated
Divorced/Widowed 145 84.9
Education None 12 7.3
Grade 6 or less 11 6.7
Grade 7 to high
school 126 76.4
Some college 16 9.7
College Graduate 0 0
Legal Status Voluntary 138 83.6
Commitment 27 16.4
Number of previous




More than 10 26 15.8
Occupation before











TABLE 1 - Continued
Variables Category N %
Length of stay in
the present
hospitalization 0-3 months 34 20.6
3-12 months 59 35.8
1-2 years 33 20.0
Over 2 years 39 23.6
Age 18-25 years 40 24.2
26-35 years 48 29.1
36-45 years 47 28.5
46-55 years 13 7.9
56 and over 17 10.3
Diagnosis Anti-social 24 14.5
Other 141 85.5
Source of payment





wife responsibilities No potential 65 39.4
Some potential 48 29.1
High potential 52 31.5
Family and/or friends
involvement None 34 20.6
Some with family
or friends 61 37.0
Some with family
and friends 8 4.8
High with family
or friends 56 33.9
High with family
and friends 6 3.6
Outcome 1 year
post discharge Rehospitalized 80 48.5
In the community 85 51.5
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TABLE 1 - Continued
Variables Category N %
Number of days to the
first readmission
for the readmitted 1-30 days 8 10.0
31-90 days 18 22.5
91-180 days 26 32.5
181-270 days 17 21.3
Total number of days
271-364 days 11 13.7
in the community
during a year after
discharge 1-30 days 4 2.4
31-90 days 7 4.2
91-180 days 7 4.2
181-270 days 24 14.5
271-364 days 38 23.0
365 days 85 51.5
The setting for the study was the Caro Regional
Center, a long-term hospital for the chronically mentally
ill, in Caro, Michigan. The population consisted of 165
patients who were discharged to the community, during one
year period (1980).
Data were collected from computerized and written
hospital records. Information included demographic
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characteristics, hospitalization history, placement type,
diagnosis, and family/community ties which are in the
discharge summary (Appendix 1).
Variable Definition and Measurement
The Dependent Variable
The dependent variable for the study was recidivism.
Two indicators were used to measure this variable:
MEASURE 1: DAYS TO READMISSION DURING THE
FIRST YEAR AFTER DISCHARGE (the
reason for using the first year
wass that more than 50% of the
discharged patients return to the
hospital within the first year
(Levy, 1971; Anthony et al.,
1978; Johnson, 1979).
MEASURE 2: THE TOTAL NUMBER OF DAYS IN THE
COMMUNITY DURING THIS YEAR (the
reason for using this second
indicator, was to distinguish
between those who might only need
a very brief hospitalization (a
week or two) during this period
vs. others spending most of the
year in the hospital.
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Predicator Variables
Predicator variables will include various sicknesses,
needs and support and demographic variables available at the
time of discharge.
I. Sickness Variables: (this category included
diagnosis both psychiatric, psychological, and
chronicity).
MEASURE 1: Psychiatric disorders: (schizo,
undifferentiated type, chronic,
with Acute Exacerbation).
MEASURE 2: Psychological diagnosis: Anti¬
social Personality Disorder (this
variable will utilize axis II of
diagnosis according to DSM-III




MEASURE 3: Chronicity: is indicated by the
number of previous hospitaliza¬
tions and number of days of
hospitalization in the last
episode before discharge.
(Measures 3, these indicators have
demonstrated significant relationship to
recidivism as discussed in the Literature
Review.)
Needs and Support Variables: (this category
consisted of social support at the time of
discharge ) .
MEASURE 1: Potential for employment
1. No potential for employment
2. Some potential for
employment
3. High potential for
employment
(The vocational assessment of the patient
at the time of discharge was reported by
the social worker describing the patient's
vocational skills and his potential for
work. A three point scale was developed to
rate the patient according to his
vocational assessment.)
MEASURE 2: Type of placement
1. Group homes
2. Family and friends
3. Independent
4. Unknown
(This variable was assessed on a five point
scale. The rating was based on the
narrative reported by the social worker.)
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MEASURE 3: Family and community ties
1. None
2. Some involvement with family
or friends
3. Some involvement with family
and friends
4. High degree of family or
friends involvement
5. High degree of family and
friends involvement
(This variable was assessed on a five point
scale. On the scale five represents the
highest degree of family/friends involve¬
ment and support and one represents no
family/friend involvement or support.)
III. Demographic Characteristics: Most of the variables
in this category were.those demographic charac¬
teristics indicating the socio-economic status of the
patient.
1. Source of income: For the purpose of
this study, source of income is used to
indicate the availability of income. It
includes categories such as own
employment, household employment or
retirement, relatives assistance, public
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assistance, or being without a known
source of income.
2. Source of pay for hospitalization: This
variable varies from not having any
income to pay for hospitalization to
paying through public assistance and
insurance companies. The majority,
however, are paying for their
hospitalization through public
assistance, namely medicaid/medicare.
3. Education: This variable is coded as
none, grades 1-6, 7-high school graduate,
some college, and college degree.
4. Marital status: Patients were grouped as
never married, married, separated/
divorced, or widowed.
5. Legal status: This variable was coded as
voluntary and committed. A committed
patient who has been referred to the
hospital through the justice system.
6. Occupation: This variable refers to the
patient's occupation before
hospitalization. Occupation was coded as
(1) professional and semi-professional,
(2) managerial/clerical/sales, (3)
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skilled and unskilled labor, (4) house¬
wife, and (5) none/incapable.
7. Age: The exact number of years is used.
8. Sex:
9. Race:
The three sets of variables formed the predictive
which was used for analysis as presented in the
statement of the theory section.
CHAPTER V
FINDINGS AND ANALYSIS
This section deals with data collected on 165
chronically mentally ill patients discharged from the Caro
Regional Center in Caro, Michigan.
Recidivism Percentages Data
The data in Table 2 indicated that the recidivism
percentages for the sample, along with recidivism
percentages from 29 follow-up studies reviewed by Anthony et
al. (1978) revealed no significant discrepancies in the
trend. A gradually increasing rate of recidivism occurred
as follow-up periods lengthened. Despite the variety in the
type of patients and institutions, the recidivism data
appeared to show consistency. It is noted that the longer
the stay in the community, the higher the probability that
the person would not be readmitted. The percentages of
readmission were 16% in the first quarter of the year, 16%
in the second, 10% in the third, and 7% in the fourth.
The recidivist group (80) patients was subdivided
into five groups based on days of stay outside the hospital
before readmission. Table 3 shows the characteristics of






















Three Months 4 10-22% 14% 16%
Six Months 7 14-40% 30% 32%
Nine Months 3 29-39% 34% 42%
One Year 15 35-50% 40% 48%
♦Recidivism percentages for these studies were excerpted
from a review by Anthony et al. (1978).
The recidivism percentages for the sample, along with
recidivism percentages from 29 follow-up studies reviewed by
Anthony et al. (1978) revealed no significant discrepancies
in the trend. A gradually increasing rate of recidivism
occurred as follow-up periods lengthened. In the first
quarter of the year 16% were readmitted, 16% in the second
quarter, 10% in the third, and 7% in the fourth.
TABLE 3
CHARACTERISTICS OF THE POPULATION GROUPED BY
DAYS OF STAY IN THE COMMUNITY
(N = 165)

















2 11 8 2 0 11
involvement or friends
Some with family














0 0 1 0 0 5
type (arrangements)
Independent
2 2 5 0 2 4
living
Family or
1 4 4 3 2 15
friends 4 8 16 11 5 30
Group homes 1 4 1 3 2 36
TABLE 3 - Continued
Variable Category
Not











Length of 0-3 months 3 4 7 5 3 12
last 3-12 months 2 9 11 8 2 27
hospital!- 1-2 years 1 2 5 1 3 21
zation over 2 years 2 3 3 3 3 25
Age 18-25 2 4 7 5 1 21
26-35 4 2 10 4 7 21
36-45 1 7 5 6 0 28
46-55 0 2 2 1 3 5
56 and over 1 3 2 1 0 10
Sex Male 3 8 13 10 4 59
Female 5 10 13 7 7 26
Race Black 5 7 20 9 7 33





Separated 5 16 23 12 11 78
Married 3 2 3 5 0 7
Legal Voluntary 6 16 18 14 11 72
status Commitment 1 2 8 3 0 13
TABLE 3 - Continued
Not











Number of None 1 1 0 1 1 4
previous 1-2 1 2 3 3 1 33
hospitali- 3-5 1 4 5 4 3 25
zation 6-10 4 5 12 5 1 17
more than 10 1 5 6 5 5 4




Medicare 2 5 8 6 4 31
zation Insurance 0 3 6 2 2 13
Occupation Managerial/
clerical 0 1 0 0 0 3
Skilled/
Unskilled
labor 2 6 5 3 2 23
Housewife 0 0 2 2 0 3
None/incapable 6 11 19 12 9 56
Diagnosis Anti-social 4 4 7 5 2 2
Not anti-social 4 14 19 12 9 83
TABLE 3 - Continued













Potential No potential 7 7 14 8 4 25






High potential 0 5 4 2 2 39
Education None 0 0 2 0 0 10
Grade 1-6
Grade 7-High
2 1 0 1 0 7
school 6 16 21 15 11 57
Some college 0 1 3 1 0 11
For examination of the difference between the recidivist patients and non¬
recidivist patients, the following comparisons were held:
There was no significant difference between the mean age of the
recidivist group (37.2 years) and the non-recidivist group (35.5
years).
The average length of stay in the present hospitalization for
recidivst group (1.9 years) was not significantly different from
the average for the non-recidivist group.
TABLE 3 - Continued
The recidivist group had significantly higher percentages of
subjects diagnosed as anti-social (28%) compared to (2%) for non¬
recidivist group.
The two groups differ significantly in the race distribution (X^ =
15.88, Df = 1, P<.001). The recidivist group had higher
percentages of blacks than the non-recidivist group.
The two groups had similar percentages of patients with voluntary,
as opposed to committed, legal status.
Source of income at discharge was excluded by this early data
exploration. Since almost the entire sample (94%) were dependent
on public assistance as their major source of income, the sample
lacked variability with regard to sources of income.
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(85) patients. The average patient in the recidivist group
stayed in the community 149 days before readmission with a
range of 3 to 365 days. The average total number of days in
the community for this group was 235 days.
Social Support Data
The social support set of predictors included three
variables: placement type, employability, and family/
friends involvement. Table 4 presents the outcome for
different placement settings while Table 5 displays
correlations for all three sets of variables with number of
days to first readmission and total number of days in the
community during the first year after discharge.
Table 4 indicated that the recidivism rate was
increasing as the level of structure decreased in the
placement setting. Patients who had been discharged without
discharge planning, the "no placement arrangement" group,
showed the highest recidivism percentage during a year
(73%).
Table 5 shows that placement type correlated signifi¬
cantly at a moderate level with days to readmission (r=.22,
P<.01), however, the correlation between type of placement
and total days in the community was a weak one (r=.16,
P<.5).
Employability as judged by the social worker was
based on past employment history and participation in
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TABLE 4
RECIDIVISM RATES BY TYPES OF PLACEMENT
Placement Type N Recidivism %
Group Homes 47 23%
Family/Friends 74 59%
Independent Living 29 48%
No Placement Arrangements 15 73%
In this table, the recidivism rate was increasing as
the level of structure decreased in the placement setting.
Patients who had been discharged without discharge planning,
the "no placement arrangement" group, showed the highest
recidivism percentage during a year (73%).
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TABLE 5
CORRELATION FOR CHRONICITY, SOCIAL SUPPORTS
AND DEMOGRAPHIC VARIABLES WITH NUMBER OF
DAYS TO FIRST READMISSION AND TOTAL NUMBER
OF DAYS IN THE COMMUNITY









social behavior .357*** .375***
Social Support .261*** .216***
Employability .294*** .283***







Marital Status -.111 -.136
Education -.109 -.136
Age .006 -.136
Legal Status -.092 .055
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TABLE 5 - Continued
DAYS TO READMISSION DAYS IN THE COMMUNITY
r2 r r2 r













Table 5 displays correlations for all three sets of
variables with number of days to first readmission and total
number of days in the community during the first year after
discharge.
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vocatlon training while in the hospital. Table 5 shows a
significant relationship with each of the community tenure
indicators. Patients with higher potential for employment
were more likely to stay longer before being readmitted
(r=.29, P<.001), and they had a number of total days in the
community during the follow-up period (r=.28, P<.01).
Table 5 shows that the involvement of family and/or
friend during the course of hospitalization and during the
discharge process as indicated by the social worker in the
discharge summary, yielded the highest correlation
coefficient among the variables in this group (r=.37,
P<.001). Patients with higher levels of family and/or
friends involvement were more likely to stay in the
community longer before being readmitted. Also, the
involvement of family and/or friends was significantly
correlated with the total days in the community during the
first year after discharge (r=.35, P<.001).
In short, the data regarding the three social support
variables, supported the hypothesized relationship between
the amount of social supports available at the time of
discharge. Therefore, the null hypothesis was rejected and
the research hypothesis was accepted; the degree of social




The chronicity set of predictors included three
variables; Diagnosis (anti-social behavior or other),
number of previous hospitalizations, and length of previous
hospitalization. In Table 5, the relationship of the degree
of chronicity to recidivism was examined. Diagnosis as
anti-social behavior and the number of previous hospitaliza¬
tions, yielded significant correlation coefficients with
both days to first readmission and total days in the
community. Diagnosis significantly correlated (P<.001) with
days to readmission and days in the community at r=.35 and
r=.38. Also the number of previous hospitalizations was
related to days in the community before readmission (r=-.29,
P<.001) and the total number of days in the community during
one year after discharge (r=.24, P<.01). In short, patients
who were diagnosed as anti-social had less chances for
community tenure- than patients who were not diagnosed as
anti-social. Also, patients with more previous hospitaliza¬
tions were more likely to be readmitted and to stay shorter
periods in the community before being readmitted to a mental
hospital. The length of the present hospitalization did not
yield any significant correlations with either measures of
community tenure. The three indicators yielded a signifi¬
cant multiple correlation coefficient with days to
readmission (r=.41, P<.001) and with total days in the
community (r=.40, P<.001). These findings supported the
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hypothesis that there was a positive relationship between
the degree of chronicity and recidivism.
Demographic Data
The demographic set of variables included the
different characteristics. Table 5 indicated that only sex
and race showed significant relationship with the number of
days before readmission. Sex correlated with days to
readmission (r=.19, P<.01) and total days in the community
(r=.20, P<.010).
Table 6 revealed that 58.2% of the sample population
were males and 41.8% females.
TABLE 6






The finding showed that 58.2% of the sample
population were males, and 41.8% were females. Also, the
findings indicated that females tended to stay for shorter
periods in the community than males.
Table 7 showed that 10.9% of the population were 65














The largest proportion, almost half of the sampled
patients (57.0%) were in the age range 26-35 and 36-45.
24.2% were between the ages of 18-25, and 10.9% were 56 and
over.
were 26 to 35, and 24.2% were 18 to 25. Also, the finding
indicated that females tended to stay for shorter periods in
the community than males.
Findings
All of the patients in this study were chronically
mentally ill. Most of them were single, unemployed,
hospitalized on a voluntary basis, had major psychiatric
problems and had been hospitalized an average of 4 to 5
times. Most of the patients received public assistance.
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Within the general trend, this study suggested
numerous specific findings. In the first place, recidivism
percentages among the chronically mentally ill patients
discharged from long-term institutions were not different
from recidivism percentages found by previous studies for
different types of populations and institutions. The
overall recidivism percentages for this study were follow-up
period.. This emphasized the importance of the first few
months after discharge for continued community tenure.
Secondly, social support variables seemed to play a
significant role in keeping the patient longer in the
community after discharge. These variables explained more
of the variance in recidivism. The level of family and/or
friend involvement, the potential for employment and type of
placement were related to community tenure. However, some
factors seemed to be more important than others in
predicting length of stay in the community. The relation¬
ship between the three indicators can be described as
follows.
Family and/or Friends Involvement
Patients who have higher levels of involvement with
larger networks in the community appeared more likely to
stay longer before being readmitted to a psychiatric
hospital. This emphasized that the availability of social
support was an important factor in keeping the former
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patient in the community. In other words, the findings
supported the theoretical assumption that the success of the
former mental patient in the community depended on the
availability of a social network and the size of it. It is
also worth mentioning that this variable provided the
highest contribution to the explanatory power of the model
which emphasized the importance of the social support
factors in predicting community tenure.
Potential for Employment
Patients with moderate to high potential for employ¬
ment after discharge were more likely to stay longer in the
community. The majority of those with high potential for
employment were usually placed in sheltered workshops as a
transitional employment situation. Being employable in
itself seemed to relate positively to community tenure.
Patients who have the potential to live productive lives and
have some independence were more likely to succeed in the
community. This result suggested that being employable at
the time of discharge may be seen as an indication of a
better chance of getting a job after discharge, which was
found by previous studies (Anthony et al., 1978) to be
positively related to community tenure.
Placement Type
The group-home type of placement seemed to have the
best outcome among other placement settings such as with
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family, friends, or independent living situations. The
recidivism rate for the patients placed in group-homes was
23%, patients placed with their families or had independent
living arrangements were hospitalized in rates 59% and 48%,
respectively. Another group of those patients who left the
hospital without any placement planning, produced a
recidivism rate of 73%. When the different placement
settings were ranked based on the level of structure,
placement type was related positively to community tenure.
The higher the level of structure in the placement
environment, the higher the probability for the person to
stay in the community.
Thirdly, the number of previous hospitalizations and
diagnosis as indicators of chronicity were significantly
related to community tenure. The number of previous
hospitalizations showed a significant relationship with
community tenure. The smaller the number of previous
hospitalizations, the better the chances for the person to
stay longer in the community. Patients who were diagnosed
as anti-social personality were very likely to return to the
hospital.
Fourthly, only two of the demographic
characteristics, sex and race, were related to community
tenure. Males tended to stay longer in the community. A
small percentage of females were placed in group-homes in
comparison with the percentage of males placed in the same
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type of placement. With regard to race, Blacks seemed to
have higher recidivism rates and shorter length of stay in
the community. Higher percentages of Blacks were diagnosed
as anti-social personality. Also, Whites seemed to have
higher potential for employment and higher percentages
placed in group-homes than Blacks. Blacks were having
higher levels of family and/or friends involvement, which
may be explained by cultural differences.
Most importantly, perhaps community tenure could be
predicted more accurately (see Table 8) if all social
support, chronicity, and demographic factors were considered
together at the time of discharge. The rehospitalization
issue only suggested an approach to systematic use of the
information available at the time of discharge to make the
most successful discharge decision. The study focused on




PREDICTION ON COMMUNITY TENURE/REHOSPITALIZATION










Potential for Employment .9504
Placement Type .4316




No. of Hospitalization .9682
Source of Pay for Hospitalization .9740
(Constant) .3718
♦Strong Contributing Variable
Table 8 presents the multiple regression analysis,
using all the variables in the study which include the
chronicity, social support, and demographic variables. The





The study suggested that a combination of social
support, chronicity, and demographic indicators can predict
recidivism, with a useful level of accuracy community tenure
at the time of discharge. Having this information will
assist the staff in making more appropriate discharge
decisions and lessen the practice of discharging patients to
the community when they should remain in the hospital.
The hypotheses were supported by the data. Levels of
social support as indicated by the existence of a social
network, the size of it, and the supportiveness of placement
type were related to the rehospitalization of former mental
patients. The discharged chronic mental patient faces a
tremendous amount of stressors when he/she leaves the
hospital after a long stay during which he/she was almost
totally dependent. In addition, the stigma and community
rejection are theorized to contribute to the failure of the
discharged patient to remain in the community.
The data clearly indicated that discharged patients
with a supportive social network in the community were less
-53-
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likely to return to the hospital. Looking at the particular
contribution of both signs of disturbance, and social
support factors to the recidivism phenomenon; the data
suggested that social support factors correlate with
community tenure at higher levels than those with signs of
disturbance. A diagnosis of anti-social behavior yielded
the highest correlation coefficient, with community tenure,
among the signs of disturbance factors. The data emphasized
the social behavioral aspects of mental illness rather than
the medical (organic) aspects. Based on the findings,
rehospitalization may be necessary with the signs of
disturbance.
In summary, the data supported the social stress/
social support theory. The availability of a social support
network increased the chances for community tenure.
The examination of the relationship between signs of
disturbance and recidivism revealed the importance of the
social behavioral aspects as predictors of community tenure.
It is important to emphasize that the study
underscored the importance of a group of variables to be
considered in making discharge decisions. However, patients
should be assessed on an individual basis, for the
importance of each of these variables may vary, from one
patient to another.
There are several practical recommendations suggested
by these findings:
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1. It seemed essential that the discharge
planners consider the level of structure
of the placement setting, and the
availability of social support networks
when making discharge decisions. If
there is lack of a social support network
and/or an appropriate level of structure
in the placement environment, outcome is
likely to be affected. It is possible,
however, that highly structured placement
environments will provide for alternative
social support networks. It is strongly
recommended that the discharge planners
investigate the status of social network
supports before making a discharge
decision and where indicated establish
social supports, prior to discharging a
patient. Maintaining contact with the
patient's family and friends during the
patients' hospitalization must be
considered an important aspect of the
ultimate discharge planning decision.
2. More group home placements are needed to
serve as a transitional environment for
the chronic mental patient, especially in
determining the outcome of discharge.
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The supply of these homes is still
limited, given the increasing need for
them due to the deinstitutionalization
movement. It would appear that more
resources should be allocated to
establish more community care homes.
3. More attention should be given to in-
hospital vocational rehabilitation and
transitional services. Sheltered
workshops should be established and used
more often for discharged chronic mental
patients. It is the hospital’s responsi¬
bility to make available those special
workshops given the fact that it is very
difficult for the chronic mental patient
to compete in the regular job market.
In general, this study supports the importance of
considering the social supports or environmental factors, as
well as the chronicity and symptoms in making discharge
decisions. The long-term psychiatric hospital is still an
important component of the mental health system, and the
criteria for admission and discharge decisions of the
hospital should be carefully identified and used to give the
patients the kind of care they need.
APPENDIX 1
-57-
DISCHARGE SUMMARY : CLINICIAN
CTo be completed within 72 hours)
Patient's Name: ID Number:
Admission Date: Discharge Date:
Initial Assessment and Diagnosis:
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